A Case of Bilateral Tuberculous Salpingitis, with Remarks on the Treatment of Genital Tuberculosis in the Female.
By FREDERICK J. MCCANN, M.D.
A SPARE, delicate-looking woman, aged 30, was sent to me on account of a, more or less constant aching in the sacral region. For this complaint she had had much medical treatment and had worn several pessaries without benefit. She had been married for ten years and was sterile. Her monthly periods were regular in duration and quantity. No family history of tuberculous disease could be obtained.
Abdominal examination revealed nothing abnormal, but bimanually the posterior quarters of the pelvis were found to be occupied by a transversely elongated elastic mass exhibiting at one spot definite fluctuation. The uterus, not enlarged, could be distinguished in front of the swelling. A diagnosis of pyosalpinx was made and operation recommended.
On opening the abdomen a small amount of ascitic fluid was discovered, and the intestines occupying the lower portion of the abdominal cavity were studded with numerous grey miliary tubercles, whose presence was also noted on the peritoneal surface of the uterus. It was then seen that the swelling, felt bimanually, consisted of two dilated Fallopian tubes adhering closely together and sealed at their fimbriated extremities. The larger swelling was situated on the right side. After careful separation the left tube and ovary were brought up through the abdominal incision, and, as the ovary was found to be free from disease, the tube only was removed. The larger swelling on the right side was now separated and brought into the wound, and, as the right ovary appeared to be healthy, it was not removed. The vessels in both pedicles were separately ligatured with fine linen thread, no transfixion being employed, and then covered with peritoneum, catgut being used as the suture material. The pelvic cavity was cleansed and the abdominal wall closed. Special care was taken during the operation to prevent infection of the abdominal wound. The patient made an uneventful recovery, the abdominal wall healing soundly.
Description of Specimen.-The right Fallopian tube measured 31 in.
in length and 2i in. at its widest portion. It was convoluted and dilated, the dilatation being most marked in its outer half; the abdominal ostium was completely sealed; the dilated tube was filled with a thick yellow purulent fluid and the tube wall was thickened; on the peritoneal surface a number of small grey miliary tubercles were present. The left Fallopian tube measured 21 in. and 11 in. at its widest portion, which was towards the ampullary extremity. It was not so convoluted as that on the right side; the ostium abdominale was sealed and there was thickening of the tubal wall; the contents of the tube were purulent in character and miliary tubercles were scattered over the peritoneal surface. In the figures, which represent the parts removed, the difference in size of the two tubes and the more marked convolutions in the right tube are striking features.
Many more examples of tuberculous disease of the Fallopian tubes are now recorded because of the increased frequency with which tubal diseases are treated by abdominal operation. The special interest attaching to the case here narrated is the apparent localization of the disease to the lower segment of the abdominal cavity. Miliary tubercles were present' only in the peritoneal surface of the lowest coils of small intestine and on the sigmoid colon; the peritoneal surface of the uterus was also studded with tubercles. For this reason it is probable that the disease originated primarily in the Fallopian tubes, causing closure of the abdominal ostia and subsequent pyosalpinx. In addition, the infection had spread to the lowbr portion of the abdominal cavity. On the other hand, the Fallopian tubes may remain apparently free from infection as far as the unaided eye can tell even when tubercle is disseminated through the abdominal cavity. I have lately operated on three cases of abdominal tuberculosis in which an inspection of the Fallopian tubes and uterus failed to detect any evidence of tubercle. One of these cases was specially interesting and instructive. A woman, aged 45, was sent to me complaining of pain and swelling in the right iliac region, varying in severity, which had persisted for several years. On bimanual examination a mass was felt separate from the uterus, occupying the level of the pelvic brim on the right side, and which I thought was composed of the vermiform appendix adherent to the right appendages. I therefore opened the abdomen in the right linea semilunaris, and found that the mass was calcareous, with omentum and intestinal coils adhering to it. The vermiform appendix was easily separable, and was not removed. I separated the omentum and intestinal coils and removed the mass, which was irregular in outline and stony hard, being 11 in. by 1 in. in size. There were numerous adhesions throughout the abdominal cavity, but on inspecting the uterus and appendages no disease was apparent. The abdominal wall was closed in layers. The patient recovered. The pain from which she suffered has beena completely removed, and she writes to say she " has never felt so well for years."
Cases such as these serve to emphasize the importance of remembering the possibility of tuberculous disease being the cause of persistent and obscure abdominal pain, especially if associated with occasional elevation of temperature.
A growing tendency towards conservative surgery is now apparent in the treatment of genital tuberculosis. This is destined to increase with advancing knowledge concerning the curability of many varieties of tuberculous disease. Nothing is more remarkable than the rapid cure which certain forms of abdominal tuberculosis undergo after a simple exploratory operation. Further, the success which attends even partial removal of tuberculous disease, leaving Nature to complete the cure, further strengthens the plea for the employment of conservative measures.
It is curious how frequently the ovaries have been reported healthy when examined after the appendages had been removed for tuberculous salpingitis. If there is no evidence of tubercle in the ovaries they should certainly not be removed, and if the infection is only slight there is still no reason why they should be sacrificed, for tuberculous foci can, if necessary, be excised. When the disease is advanced and has already destroyed the function of the ovary, radical treatment is necessitated. The formation of a pyosalpinx is a definite indication for surgical treatment, which is best effected by the abdominal route, as this permits a thorough inspection of the pelvic contents, and has the additional advantage which opening the abdominal cavvity undoubtedly possesses in the treatment of abdominal tuberculosis. Incision and drainage of the pus sacs from the vaginal aspect is now recommended and practised, and may yet be shown to be productive of good results. Aspiration of the pus sacs, followed by the employment of an appropriate vaccine, would seem to be the ideal treatment.
When the uterus is only slightly involved, e.g., miliary tubercles being evident on its peritoneal surface, it should not be removed, as it is illogical and unscientific to remove this organ whilst leaving undisturbed a widespread infection of the intestines, omentum and mesentery.
Those who argue in favour of a complete excision of the internal genitals compare tuberculosis with cancer and consider that the same treatment is indicated for both. The two diseases are, however, entirely different, for in tubercle a cure is frequently obtained by medical treatment, by simple exploratory incision opening the abdominal cavity, or by partial excision of the diseased area. In cancer, on the other hand, there is no such process of repair, certainly not when the internal genitals of the human female are involved. For these reasons I think the time has arrived when our position with regard to the treatment of tuberculosis of the internal genitals in the female requires reconsideration, and that more conservative methods should prevail in the future.
Moreover, the surgical treatmnent is only a part of what is required to effect a cure in the majority of the cases. All such patients for months, or even years, should, as far as is possible, enjoy plenty of fresh air and sunlight, and a suitable dietetic regimen should be prescribed for them.
DISCUSSION.
Mrs. BOYD asked whether there were any adhesions to the ovaries in Dr. McCann's case. She thought it was impossible to generalize about the conservative treatment of tuberculous tubes, for in many cases the ovaries were matted to the tubes, and in one case she had found much infiltration of the ovary, through which small foci of pus were scattered. She thought aspiration would be impossible or unsatisfactory in cases where the tubes were full of caseous material or where the pus was walled off in separate loculi of the tube.
Dr. LOCKYER was in sympathy and accord with Mrs. Stanley Boyd's remarks as to the impossibility of laying down hard and fast rules of operative treatment in cases of tuberculosis of the appendages. Cases must be taken on their merits. Whilst the ideal conservative plan of aspiration and treatment by tuberculin might be adopted in some cases, there were certainly others where huge pus sacs adherent to the uterus, and practically inseparable from it, would necessitate the removal of the entire genitalia. Dr. Lockyer had published such a case,1 where, in dealing with advanced tuberculous disease of the tubes and ovaries, he found it practically impossible to leave the adherent uterus. In the discussion which followed it was conceded that in this particular case the removal of the uterus was justifiable.
Dr. MACNAUGHTON JONES said that he had so recently occupied the time of the Section with the subject of tuberculous salpingitis that he hesitated to speak on the subject again. He wished just to say that he quite agreed with Dr. McCann's remarks as to the extent of the operation required in many of these cases. It was quite unnecessary to do a sweeping radical operation if the tubercle were confined to the tube, its most frequent site. If the tubercles were disseminated on the peritoneal surface of the tube and spreading on to the ovary, or there was suspicion of the involvement of the latter, then necessarily it had to be removed; the same remark applied to the case of upward spread of the disease from the uterus. The cases he had brought before the Section clearly proved that such radical measures were not indicated when the infection was so localized. In these the women were alive and well years after the salpingo-oophorectomy at one side had been performed. Also, in one of them several pregnancies had followed, Here, after an interval of over six years, the opposite adnexa had to be removed for septic infection, and, as shown by Dr. Cuthbert Lockyer, there was a complete absence of tubercle.
The PRESIDENT (Dr. Herbert Spencer) approved of Dr. McCann's leaving the ovaries. He hoped that the subsequent history of the patient would be published and would justify the conservative treatment. He thought that the treatment of tubercle of the tubes and of the uterus was, at the present time, unnecessarily radical.
Dr. MCCANN, in reply, stated that in the case under consideration the ovaries were easily separated, and, as they appeared to the naked eye free from disease, he did not remove them. Where, however, they were much diseased, as described by Mrs. Boyd, it was the correct treatment to remove them. He deprecated the removal of the entire internal genital organs unless for advanced disease. Every case must be judged on its merits, but, wherever possible, it was well to lean towards conservative treatment, as the power of repair which exists in cases of abdominal tuberculosis was well known. It was further illogical to remove the uterus when only a few miliary tubercles were on its peritoneal surface, whilst leaving intestine, mesentery and omentum, which were extensively involved. The presence of pus sacs was a definite indication for operation, and, although he had suggested aspiration, he had not yet given it a ' Trans. Obstet. Soc. Lond., xlix., p. 141. trial. Aspiration seemed to be the ideal treatment, and if, thanks to the work of Sir A. Wright and others, a suitable vaccine were subsequently used, good results would be obtained. He felt that the time had come for adopting a more conservative attitude in the treatment of tuberculous disease of the female genitalia, as hitherto the tendency had been towards too frequent resort to " radical treatment." Demonstration of an extremely young Human Ovum (Teacher-Bryce Ovum).
By JOHN H. TEACHER, M.D.
THE following is an abstract of the descriptive part of a memoir (including also Dr. John M. Munro Kerr's ovum) which will be issued shortly.' The specimen was found by Dr. Teacher, and on examination appeared to be so important and promised to throw light on so many difficult embryological questions that the cooperation of Dr. T. H. Bryce was invited, and the memoir, as far as this ovum is concerned, is therefore the joint work of Dr. Teacher and Dr. Bryce.
-The ovum was found in a portion of decidual membrane shed by abortion thirty-eight (38) days after the last menstruation, eleven days after the date of the expected menstruation and sixteen days after coitus. Allowing about twenty-four hours for the occurrence of fertilization, and about twenty-four hours for the expulsion of the membrane, the probable age of the ovum is thirteen to fourteen days after fertilization.
The membrane was fixed in absolute alcohol. There had been no retention to speak of in the uterus, and the preservation of the tissues, if not perfect, is absolutely reliable. There is no reason to believe that there was any disease of the endometrium, and the abortion was probably due to mechanical causes. There is no ground for supposing the ovum to be pathological, as it is consistent in itself, and consistent also with other early ova described. The portion of decidua was cut into a complete series of sections 7 ' thick and stained partly with hemalum and eosin, partly by the Gram-Weigert method for the recognition of fibrin. I By James Maclehose and Sons, Publishers to the University of Glasgow, 61, St. Vincent Street, Glasgow.
